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ABSTRACT OF THE THESIS
Psychosocial Predictors of Adolescent Sexual Initiation in the Caribbean
by
Tenesha Samantha Berry
Master of Arts, Graduate Program in Psychology
Loma Linda University, September 2008
Dr. Kiti Freier-Randall, Chairperson
Literature supports that adolescent early sexual initiation is more likely to
result in multiple sex partners and less protection, making early sexual activity
an HIV/ AIDS risk. Delaying sexual initiation may thus be an important
combatant to the spread of HIV/ AIDS. This study's objective was to examine
sexual initiation in 234 Jamaican youth ages 13-19. Perception of peers' and
parents' pro-risk attitudes, parental monitoring, parental discussions about sex;
religious importance and HIV/AIDS knowledge were investigated via a survey
including items from the Center for Disease Control's Youth Risk Behavior
Survey (YRBS).
This study utilized archival data as part of larger LLUIRB approved
study assessing youth risk behaviors in the Caribbean.
Univariate logistic regression analyses demonstrated that the youth's
perception of mothers, peers, and father as pro-risk, parental monitoring, and
religiosity significantly distinguished between sexually active and non-sexually
active youth.
viii
When significant predictors were entered hierarchically, maternal
influence, peer influence, parental monitoring, and religiosity were significant
distinguishing factors while paternal influence lost significance. In addition to
peers, adolescent perception of mothers as pro-risk promotes sexual initiation,
while parental monitoring (adolescent accountability) and religiosity protect.
Further, this study provides support that discussions and knowledge about sex
and HIV/ AIDS increase awareness but do not change behavior. Investigations
into how these psychosocial factors may be important in youth HIV/ AIDS
prevention/ intervention are crucial.
IX
Introduction
Acquired immunodeficiency syndrome (AIDS), has become one of the
major public health threats of the twentieth century (Fisher, Fisher, 1992). The
spread of the disease has proven detrimental to economic and social
development in many countries. Very importantly the spread of HIV/AIDS
lessens the likelihood of young people living healthy adult lives. AIDS is a
consequence of behaviour (Fishbein, 2000) and as such the prevention of
HIV/AIDS is heavily reliant on behaviour and behaviour-change mechanisms
(Fishbein, 2000; Fisher, Fisher, 1992; Dilcemente, 1992; Thompson & Oskamp,
1996). The promotion of abstinence among adolescent populations has been one
of the behaviour-based HIV prevention strategies used and evaluated.
According to a 2002 report prepared by UNICEF, UNAIDS, & WHO,
young people have been identified as a primary population in HIV/AIDS
prevention. Young people ages 14-24 make up about 20% of the world's
population and accounts for 50% of the 65M HIV infected ending 2005 (Stine,
2005). This population is at even greater risk for contracting the disease in those
countries that are worst affected (Stine, 2005). One example is the Caribbean
where it is said, "the face of HIV has become increasingly young and female
(Inciardi, 2005).
There are over 400,000 adults and children living with HIV/ AIDS in the
Caribbean region. Data also suggest that one out of four youth in the Caribbean
region are infected with a sexually transmitted disease before the age of 21
(McBride, 2005). Based on this trend, it is anticipated that the number of cases of
HIV and AIDS in the Caribbean will increase significantly in the coming years,
primarily because of the patterns of sexual behaviour prevailing in the region
(Inciardi, 2005).
HIV/AIDS has been increasing in Jamaica since the first case was reported
in 1982, with over 9,209 cases identified island-wide since then (Ministry of
Health, 2005). The major mode of transmission is through unprotected
heterosexual sex (Morrison & Chen, 2005; Smith, 2003). Multiple sex partners,
commercial sex, STI history, crack cocaine use and IV drug use have been
identified as the risk behaviours associated with the transmission of the disease
on the island (Ministry of Health, 2005; Morrison & Chen, 2005).
The number of reported HIV cases among adolescents in Jamaica has been
doubling every year since 1995 (Smith, 2003; Robillard, 2001) placing this
population at the greatest risk for HIV/ AIDS on the island. Adolescence is often
characterised as a time of discovery and experimentation. It is that period in the
life cycle categorized by changes that are biological just as they are, psychological
and social (Stine, 2005).
Adolescence has also been described as a developmental stage of
increased engagement in risks associated with sexual involvement (Jemmott,
Jemmott, 2000).
In many countries, umnarried girls and boys are sexually active before the
age of 15 (UN/UNESCO/UN AIDS, 2002). The average age of menarche and
spermarche have decreased significantly (Kirby, D. in Peterson & Diclemente,
2000). This is found to be true in Jamaica where approximately 50% of Jamaican
males report becoming sexually active by age 14 (Robillard, 2001). Adolescents
who start having sex early are more likely to have sex with high-risk partners or
multiple partners and are less likely to use condoms (UN/UNESCO/UN AIDS,
2002). It is therefore felt that this increase in the number of years of sexual
activity before marriage increases the risk of adolescent exposure to HIV/AIDS,
STls and unplanned pregnancies (Kirby, 2000).
Since early sexual activity serves as an antecedent for sexual risk
behaviour among adolescents, abstinence is believed to be a reasonable risk
reduction strategy. This is particularly true for those adolescents "who may not
have the capacity to negotiate condom use or grapple with the adverse
consequences of unprotected sexual intercourse" (Jemmott, Jemmott, 2000:
p.122).
Notwithstanding the debate surrounding the most effective combination
of abstinence and safe-sex (condom use) interventions for adolescents, there are
data that demonstrate that "abstinence-until marriage", "abstinence and condom
use" and to a lesser degree "abstinence-only" interventions have influenced
adolescents knowledge beliefs and intentions regarding sexual intercourse
(Jemmott, Jemmott, 1998; Howard, 1990,1999; Borawski et. al., 2005).
A rigorous review of the literature has revealed that there are studies
suggesting that normative social influence, religiosity, and family relational
factors affect the onset of sexual activity. In a qualitative study conducted by
Smith (2003), adolescents living in the western region of the island, indicated that
the fear of being labelled as "homosexual" or "weak" by other members in their
community contributed to their initiation of sexual activity. Robillard's study in
2001 of a church group of adolescents revealed that there are associations
between religious persuasion and sexual abstinence.
The influence of social cognitive factors such as adolescents' subjective
norms of peers' and parents' attitude toward sexual activity, as well as
adolescent's personal attitude toward sexual activity have also been
substantiated elsewhere in the literature (Howard & McCabe, 1990; Fisher, et. al.,
1992; Kirby, 2001; Bishop, 2003) and therefore will be explored in this study.
This study will seek to determine how religious, social cognitive and
family factors (Kirby, 2001; Maclean, 2004) uniquely and in combination
significantly differentiate between Jamaican adolescents who report to be
sexually active and those who have not initiated sexual activity. An
understanding of these discriminating factors is vital to the development of HIV
intervention programmes that promote the delay of sexual activity for as long as
possible among Caribbean adolescents.
HIV/AIDS -The Epidemic
Acquired immunodeficiency syndrome (AIDS), is one of the major public
health threats of the twenty-first century (Stine, 2005; UNAIDS, 2006). The spread
of the disease has proven detrimental to economic and social development in
many regions including the Caribbean. Very importantly when youth contract
HIV/ AIDS; this lessens their likelihood to live healthy adult lives.
HIV/AIDS in the Caribbean
Based on its complex composition, the geography of the Caribbean region
has been described in a variety of ways. Not only is the Caribbean defined by its
inclusion of such areas as "the Lesser Antilles' and "Greater Antilles" as well as
the "Leeward" and "Windward" islands, but the Caribbean Basin also includes
countries of South and Central America.
The Caribbean is the region second-most affected by HIV/AIDS in the
world. AIDS is one of the leading causes of death among 15-44 year olds in this
part of the world (Joint United Nations Programme on AIDS [UNAIDS], 2006).
At the end of 2006, there were approximately 250,000 people in the Caribbean
living with HIV, three quarters of which are from the countries of Haiti and the
Dominican Republic. There were approximately 27,000 new cases of HIV
reported throughout the Caribbean in 2006 alone and some 19,000 lives claimed.
The first cases of HIV/ AIDS in the Caribbean were identified in the early
1980s among men who have sex with men in the countries of Haiti, Trinidad &
Tobago and Jamaica. Since then, unprotected heterosexual intercourse has been
identified as the major mode of HIV transmission in the region (Inciardi, 2005).
HIV/AIDS in Jamaica
HIV/ AIDS has become a generalized epidemic in Jamaica. With an
estimated prevalence rate of about 2%, the disease affects the health and well
being of sections of the population. The Ministry of Health (MOH - Jamaica,
2005) which has regulatory responsibility for health in that country has identified
the factors that facilitate the spread of the epidemic to be behavioral, economic,
socio-cultural and environmental in nature.
For example, multiple sex partnerships are wide spread, particularly
among adults between 20 and 29 years of age. Since the first case was identified
in 1982 there have been over 10,500 AIDS cases identified nation wide (MOH -
Jamaica, 2006).
All 14 parishes of the country are affected by the epidemic with the two
most urbanized areas of Kingston/St. Andrew and St. James accounting for the
most reported cases - approximately 70%. Kingston/St. Andrew is reported to
have an infection rate of 514.7 per 100,000 while the rate per 100,000 for St. James
is 713.5 (MOH - Jamaica, 2006).
Among the factors that have been noted in the literature to facilitate the
spread of HIV/ AIDS in Jamaica are included multiple sex partners, unprotected
sexual intercourse, teenage pregnancy, drug abuse, presence of other sexually
transmitted diseases (STIs) and very importantly, early sexual initiation. (MOH -
Jamaica, 2005; Morrison et. al. Chen, 2005; Inciardi, 2005; Olukoga, 2004; Smith,
2003).
Adolescents and HIV/AIDS
HIV infection has entered the adolescent population. Young people ages
14-24 make up about 20% of the world's population and accounts for 50% of the
65 million HIV infected persons accounted for at the end of 2005 (Stine, 2005).
"Estimates in the United States suggest that 50% of the new HIV infections
appear to be acquired in people less than 25 years, with 25 % of infections
occurring among adolescents" (Santelli, et. al., 2006).
Adolescent risk for contracting HIV increases even further in those
countries that are worst affected by the spread of HIV (Stine, 2005). The
countries of the Caribbean region are such examples where it is said, "the face of
HIV has become increasingly young and female (Inciardi, 2005).
Data suggests that one out of four youth in the Caribbean region are
infected with a sexually transmitted infection (STl) before the age of 21 (McBride
et. al, 2005). Based on this trend, it is anticipated that the number of cases of HIV
and AIDS in the region will increase significantly in the coming years, primarily
because of the patterns of sexual behavior that prevails (Inciardi, 2005).
Children and adolescents feature significantly among HIV/ AIDS victims
in Jamaica as well. Recent statistics indicate that AIDS is the second leading
cause of death in children aged 1 to 4 years in that country and in 2004 the
second leading cause of death for both young men and women in Jamaica
between the ages of 15-24. (MOH - Jamaica, 2005). The number of reported HIV
cases among adolescents in Jamaica has been doubling every year since 1995
(Smith, 2003; Robillard, 2001), placing this part of the population at the greatest
risk for HIV/AIDS.
Risk factors for HIV. Adolescence is often characterized as a time of
discovery and experimentation. It is that period in the life cycle categorized by
changes that are biological just as they are, psychological and social (Stine, 2005).
It is also described as a developmental stage of increased engagement in risks
associated with sexual involvement (Jemmott, Jemmott, 2000).
According to a 2002 report prepared by the United Nations International
Children Emergency Fund (UNICEF), Joint United Nations Program on
HIV/AIDS (UNAIDS), & the World Health Organization (WHO), young people
have been identified as a primary population in HIV/ AIDS prevention.
This population has been identified as especially vulnerable for many reasons,
including biological and physical factors which interact with psychosocial ones
to influence the development of the adolescent (Connolly et al., 1996).
The transition from childhood to adulthood - puberty - often marks the
onset of sexual experimentation. Hormonal changes account for sexual
transformation which occurs at this life stage. According to researchers
adolescents feelings, thoughts and fantasies about sex determine their sexual
behavior (Fisher, 1990). This biological fact presents a risk to adolescents for
pregnancy or sexually transmitted diseases including HIV.
In addition to sexual experimentation, the biological risk of getting
infected during unprotected intercourse increases for adolescents especially
females.
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This, because the vaginal tract of the adolescent female is more immature and the
tissue tears easily (United Nations International Children Emergency Fund
(UNICEF), Joint United Nations Program on HIV/ AIDS (UNAIDS), & the World
Health Organization (WHO), 2002).
As a result, adolescent females in the age group 10-19 years are at nearly three
times higher risk of HIV infection than their male counterparts.
The effect of this physiological susceptibility is further reinforced by a
trend among younger women to establish relationships with older men who are
more likely to have contracted the disease. This predisposes the young female to
HIV infection at an increased rate over the adolescent male. This is true not only
in Jamaica but also in other parts of the Caribbean. For example according to the
2005 AIDS Epidemic Update, in Trinidad and Tobago, HIV infection levels are six
times higher among 15-19 year-old females than among males of the same age
(FAHO, 2005).
The cognitive capacity of adolescents is often associated with their risk
taking behavior, not excluding sexual risks. It has also been posited that
adolescents cognitively do "not have the capacity to negotiate condom use or
grapple with the adverse consequences of unprotected sexual intercourse"
(Jemmott et. al. 2000: p.l22).
Researchers have suggested that how adolescents think about sex is one
factor that may inhibit or facilitate their preventive behaviors.
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To the extent that the adolescent's cognitive content contains limited, inaccurate,
irrelevant information is the extent to which they are less likely to adopt HIV
preventive strategies. According to the literature, adolescents tend to have a
"limited future time perspective", rather than "a self -schema that includes the
self as sexually active and in need of prevention" (Fisher, 1990; p.85). For
example, adolescent cognition includes thoughts which say that protection is
urmecessary because they are too young to get pregnant and contract HIV.
Sexual Initiation
One of the most prominent factors that increases adolescents' risks for
HIV infection is their early involvement in sexual activity.
Sexual activity begins in adolescence for most people (United Nations
International Children Emergency Fund (UNICEF), Joint United Nations
Program on HIV/AIDS (UNAIDS), & the World Health Organization (WHO),
2002), and is now increasingly before the age of fifteen. Early sexual initiation
increases adolescent risk for HIV as adolescents who initiate sex early are more
likely to have sex with high-risk partners or multiple partners (UNICEF,
UNAIDS, & WHO, 2002).
As previously stated, in many countries, unmarried girls and boys are
sexually active before the age of 15 (UN/UNESCO/UNAIDS, 2002). The average
age of menarche is reported to have decreased significantly (Kirby, D. in
Peterson & Diclemente, 2000).
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In the United States, the average age of first intercourse has decreased to 17,
compared to 1970, when the average age for first intercourse was 19 years old
(Santelli, 2006).
Based on a study conducted by PAHO in 2000, it was found for the
Caribbean adolescent, early initiation of sexual activity is just as prevalent. Of
those surveyed that were sexually active, 40% initiated sexual activity before age
10, while 29% reported having had sex for the first time between ages 11 and 12
(Blum et al. 2003).
These numbers are even further substantiated in an assessment of
HIV/ AIDS risk and protective factors among St. Maarten adolescents (Freier et.
al 2002). In that study, it was found that 62% and 41% of all males and females
respectively reported to have been sexually active; and 40% of that number
reported to have had four (4) or more sexual partners in their lifetime. In
addition, 33% (over 1/3) reported to have had their first sexual experience by age
10 or younger.
The results of the study allowed for the conclusion that in addition to
other high risk behaviors such as tobacco, alcohol and drug use, sexual behavior
puts the Caribbean youth at risk for HIV/AIDS infection (Freier et. al 2002).
"The frequency of sexual behavior coupled with high turnover of sexual partners
and inconsistent condom use places these youth at high risk for contracting
HIV/AIDS" (Freier et. al 2002, p. 46).
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More specific to this study, the onset of sexual activity is also early in
Jamaica, with the mean age for sexual initiation being 14 years (MOH - Jamaica,
2005). Young men in that country initiate sexual activity almost two years earlier
than young women do (13.5 years old vs. 15.8). Young women with more
education and those of higher socioeconomic status became sexually active at
older ages as compared with those with less education or of lower socioeconomic
status.
This trend does not hold true for young men, as there are no such
consistent patterns by education or income (National Family Plarming Board
(Jamaica), 2002).
This increase in the number of years of sexual activity before marriage
adds to the risk of adolescent exposure to HIV/ AIDS, STls and unplanned
pregnancies (Kirby, 2000; Santelli et. al., 2006). Research has demonstrated that
adolescents who start having sex early are more likely to have sex with high-risk
partners or multiple partners and use condoms less frequently than those who
start having sex at a later age (UN/UNESCO/UN AIDS, 2002; L'Engle et al., 2006;
Sieving, 2006).
Since early sexual activity serves as an antecedent for more adolescent
sexual risk taking behaviors, it has been important for researchers to identify
those factors that are considered to be inhibitive of adolescent risk taking
behaviors.
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According to the literature, some of the variables include strong family
relationships, religious beliefs and parental monitoring (Reininger et.al, 2005;
Cottrell, 2003; Lammers, 2000; Kirby, 2000; Dittus & Jaccard, 2000).
Normative social influence. In general terms, social influence describes the
ways in which people can affect each other both direct and indirectly (Taylor,
Peplau & Sears, 2006). The literature demonstrates different types of social
influence mechanism and principles including the theory of conformity which is
the "tendency to change one's beliefs or behaviors to match the behavior of
others" (Taylor, Peplau & Sears, 2006, p. 205). Normative social influence is
considered to be one of the mechanism by which individuals conform. This
process therefore describes how group norms affect individuals' behavioral
choices (Fisher, Misovich and Fisher, 1992).
The concept normative social influence was derived out of an effort by
Deutsch and Gerrard in 1955, to identify and properly define the mechanisms by
which groups influence individual behavior. These researchers felt that while the
terminology - group impact - may have been apt in its description of subjects
who were influenced by a group with whom they identify and function as
members, this terminology needed to be further specified for subjects who are not
necessarily declared members of the group but are influenced by their perception
of the judgments of others having heard them expressed. As such normative
social influence was described as an "influence to conform to the positive
expectations of another" (Deutsch & Gerard, 1955 p. 629)
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The major assumption of this theory is that people fear sanctions for
nonconformity (Fisher, 1988) and therefore choose to conform in order to avoid
them. By extension subscribers to the principles of normative social influence,
have extended its application to considerations of risk taking behaviors. In a
study by Wallach and Mabli (1970), it was found that persons who are considered
"conservative" or averse to risk taking, showed strong shifts toward risk taking as
a result of discussion with risk takers - this, irrespective of their gender or
whether their original view was held by the majority or minority. This finding
serves as argument for the conforming role of an individuals' perception of the
attitudes of others.
The principle of normative social influence has also been applied to
adolescent sexual risk behavior within the context of HIV/ AIDS prevention
(Fisher, Misovich and Fisher, 1992; Fisher, 1988; Fisher, Misovich and Fisher, 1990)
and in particular the perception of others' attitudes to sexual risk taking as a
source of normative social influence. Essentially, these researchers propound that
adolescents will behave according to what they perceive as normative and
acceptable among their significant reference groups. For example, research
findings have demonstrated the attitudes of significant others towards HIV
preventive behavior is an important determinant of the individual's own
preventive behavior (Fisher, 1988) such that if group norms suggest that using
contraceptives is unnecessary, then the individual adolescent is less likely to use
contraceptives thus encouraging the spread of STIs and HIV/ AIDS.
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Fisher et al have found that such cultural norms make it very difficult for
partners to discuss adopting HIV/ AIDS preventive methods. Further, this
normative social influence is mechanized by individuals' need to be consistent
with "machismo values" (Fisher, 1988) and to not appear less risky than their
peers.
Based on these assumptions. Fisher et al. have also cited research by Miller,
Turner and Moses (1990) who state that, in addition to factors such as education
about the disease, risk behavior change may require modification of perceived
norms of behavior.
They cite the work of Coates and Greenblatt, 1989; McKusick, Conant, and
Coates, 1985, who argue, that in order for interventions to produce and sustain
HIV-risk reduction, it is necessary to intervene at the community as well as the
individual levels. This, they propose will make risk behavior less socially
acceptable and increase individual's perception, that risk will result in social
sanctions.
Normative social influence is a reference group-based social influence
process (Fisher & Misovich, 1990) and therefore the salience of the relationship is
important in determining which norms are more influential than others. Since
peers and parents form a significant part of an adolescent's social network it is
interesting to see how their norms influence adolescent behavior. There is a body
)
of research that identifies in particular significant effects of peers and parents on
adolescent sexual risk taking behavior.
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Peer influence. Peer group relationships serve as important emotional and
instrumental support and are therefore considered vital components in
adolescent socialization (Shulman et al., 1995). On the basis that there is
increased pressure to conform to group norms during adolescence, Shulman et
al. conducted a study in 1995 to better understand the relativity between peer
and parental influence. Among their findings was the idea that peer group
affiliation was a source of support for their members - providing for them a sense
of belonging, importance and emotional security. On the other hand, these
researchers also reported that peer group affiliation also support a pressure to
conformity that discourages individuality.
Santor et al. found in 2000, that peer conformity is a strong predictor of
risk behavior. Further, Lashbrook in a research study conducted in 2000, found
an emotional dimension to peer conformity. In particular, he found that negative
emotions such as feeling inadequate, isolated and ridiculed, is instrumental in
motivating adolescents to conform.
In a 1997 study of sixth grade students on the verge of adolescence, a
significant correlation was found between the belief that sexual intercourse is
socially acceptable, and the intention to initiate sexual activity (Kinsman et. al,
1997). Further to this, according to Kirby (2001) "when teenagers believe that
their peers have permissive attitudes toward premarital sex or actually engage in
sex, then they themselves are more likely to engage in sex, have sex more
frequently and have sex with more sexual partners" (p.277).
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The nature of friend influence was further specified in a study by Sieving
et al (2006), which found that "perceived values of friends regarding sex have
stronger direct relationship with sexual initiation than do friends' reported
attitudes towards sex" (p.lT).
They also found that "adolescents' perception of gaining the respect of their
friends by having sex appears to mediate the relationships between friends'
attitudes about sex and adolescents' initiation of intercourse" (p: 17).
The literature further suggests, as in a study by Deal et al. (2001), that peer
and peer group behavior were found to be better predictors of adolescents risk
behaviors than parent social influence, when peer and parent influence are
compared.
Parental influence. There is evidence in the literature that the norms and
behavior of parents also affects the sexual behavior of youths. "When parents
express stricter values about teenagers having sex or about premarital sex in
general, then teenagers initiate sex later, have sex less frequently and have fewer
sexual partners" (Kirby, 2001, p.227; Meshke et. al, 2002). Parental norms are not
only demonstrated verbally but are even more importantly modeled which
affects youths perception of what is considered normative behavior. Some
instances of modeling occurs when a teenager's mother had sex at an early age, is
single and dating or is single and cohabiting (Kirby, 2001; Meshke et. al, 2002).
Studies have also shown that adolescents' perception of maternal values
in particular, have significant effects on adolescent sexual risk taking.
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There is a growing body of literature that suggests the importance of adolescents'
perception of maternal attitudes in determining sexual risk behaviors. "The
more disapproving adolescents perceived their mothers to be toward their
engaging in sexual intercourse and the more satisfied adolescents were with their
relationship with their mothers, the less likely they were to initiate sexual activity
or to become pregnant" (Dittus, Jaccard, 2000 p. 268). Further, where adolescents'
perceptions of their father's attitudes towards sexual behavior have been
assessed, there have been similar results in that, "Teens who perceive their
father's approval independently of their mother's approval, delay first
intercourse" (Meschke et. al, 2002).
There is not much research that has been dedicated to elucidating the
social processes that may affect the relationship between social influence and
adolescent sexual behavior. Such social processes include the adolescent's
religiosity, their knowledge about HIV/ AIDS and family relational factors.
Delayed Sexual Initiation
The following sections will examine what the literature says about
how adolescent, family relational factors such as parental discussions about sex
and monitoring as well as religiosity and their knowledge about HIV/ AIDS
transmission work to delay sexual activity among adolescents.
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Family relational factors. Regarding family factors, there are studies that
support the notion that such variables as 'parental monitoring', 'relationship
with parents' and discussion with parents about sexual issues, are related to
adolescent sexual behavior.
Parental monitoring can be defined as 'the supervision of youth and
communication between parents and youth' (Cottrell et. al, 2003), and is
considered to be an important predictor of adolescent risk behavior.
In a study conducted by Cottrell et al in 2003, it was found that
"Adolescent reports of monitoring were negatively correlated with adolescent
drinking, marijuana use and sexual activity" (p. 175) and in addition, that
adolescent risk behaviors were predicted by adolescents' reports of parental
monitoring alone.
Research findings also demonstrate that when there is close attachment to
family, adolescents initiate sex later, report having less frequent sexual
intercourse, greater use of contraceptives, less pregnancy and less childbearing
(Kirby, 2001; hammers et.al., 2000). Also, according to the literature, there
appears to be an importance attached to good communication between parents
and adolescents' attitude toward sexual issues. Research has shown that when
parents rather than friends are the major source of sexual information, adolescent
sexual risk behavior is less risky (Dilorio, 1999).
Open communication with parents about sexual issues, is especially
helpful in mitigating adolescents' misperception of parental attitude.
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In a study conducted in 1999 by Dilorio et al, adolescents were more likely to
discuss sexual issues with their mothers than fathers. Further, the study revealed
that "if an adolescent talks more with mother about sexual issues than with
friends, he/ she is less likely to initiate sexual intercourse and more likely to
have conservative values" (Dilorio et.al, 1999). In Dittus' and Jaccard's (2000)
study of effect of maternal attitudes on adolescents' sexual activity, they found
this effect to be so salient that it affected adolescents who were virgins as equally
as it did non-virgins.
Religiosity. In general, it has been demonstrated in the literature that
religiosity is associated with the onset of sexual activity among adolescents,
hammers et al. (2000), lists 'greater religiosity' as one of the factors most
associated with non-initiation of sexual intercourse among both male and female
adolescents.
In a study conducted by Robillard (2001), there was evidence that
adolescents' avoidance of risky behaviors have been due to their strong
commitment to religious teachings. Further to this, Manlove et al. (2006) found
that adolescents whose parents attend religious services regularly and participate
in religious family activities, initiate sexual activity later.
Alternatively however, in a study of adolescents in Zambia, researchers
concluded that "affiliation with conservative religious groups is unlikely to
reduce the risk of HIV infection." (Agha et. al, p: 550).
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According to the findings presented in this study, a practice of religion that
strongly opposes premarital sex and exercises control over adolescents even to
the point of threat of social exclusion is likely to create conflicting behaviors
among adolescents that cancel each other in terms of HIV risk.
A systematic review of the associations between religious factors and
adolescent health and attitudes to risk, conducted by L. Rew and Y.J. Wong
(2006) revealed "no consistency in the theoretical bases and operational
definitions of religiosity/spirituality phenomena" (p. 433). Researchers,
depending on how 'religiosity' is defined and how the investigators measure it,
therefore usually obtain varied results. Whether and how religiosity affects
adolescent initiation of sexual activity therefore, remains inconclusive and needs
further examination.
HIV/AIDS knowledge. One of the most frequently utilized strategies to
protect adolescents against HIV/AIDS is increasing their knowledge about how
the disease is transmitted. The assumption being that information will increase
HIV prevention. Though large majorities of young people remain uninformed
about sexually transmitted diseases (UNICEF/UNAIDS/WHO, 2002), there is
evidence in the literature that "even when adolescents' HIV knowledge is high, it
has not generally translated into safer sex practices (Fisher, Misovich, and Fisher
in DiClemente, 1992).
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According to the UNAIDS 2002 report, knowledge of HIV/ AIDS and risk
perception are not connected to behavior. Consequently adolescents' knowledge
about HIV/ AIDS does not always predict their sexual behavior.
Statement of the Problem
More than 25 nullion lives have been lost to HIV/AIDS since it was first
recognized in 1981, "making it one of the most destructive epidemics in recorded
history" (UNAIDS/WHO, 2005). The spread of the disease has proven
detrimental to economic and social development; widens the gap between rich
and poor, and lessens the likelihood for young people living healthy adult lives.
While there have been significant biomedical advances thus improving
the quality of life and longevity of those infected with the disease, there remains
no preventive vaccine or medical cure. Resultantly preventive measures
increasingly are behavioral and represent efforts to change high risk behaviors.
This, as HIV is largely transmitted through sexual behavior and the sharing of
drug injection equipment.
The long incubation period means that many individuals diagnosed with
AIDS in their 20s are likely to have contracted the HIV as adolescents (Herold et
al., 1996), causing young people to feature at the heart of prevention
interventions. The statistics also indicate that "young people ages 14-24 make up
about 20% of the world's population and accounts for 50% of the 65M HIV
infected ending 2005" (AIDS Update 2005, p.355).
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The Caribbean is the region of the world second most affected by the
disease. While there are reports suggesting that the spread of the disease has
declined in some parts of Caribbean, UN AIDS indicate that progress has not
been enough to undo the Caribbean's status as the "the second-most affected
region in the world" (UNAIDS, 2006, p. 38).
Reports also indicate that "AIDS is the leading cause of death among
young adults in the Caribbean" (UNAIDS, 2006, p: 38). The World Health
Organization reports that the major causes of morbidity among Caribbean
adolescents have shifted to individual risk behaviors and environmental factors
(WHO, 2002). Adolescents in the Caribbean are therefore engaging in behaviors
that place them at higher risk of adverse health outcomes. Sexual risk behaviors
are no exception, putting adolescents at significant risk of contracting
HIV/AIDS.
The HIV/ AIDS epidemic is not only biomedical in nature, but bears
psychosocial and cultural implications, such that "lack of appropriate preventive
behavior, propels the epidemic" (D'Angelo in DiClemente, 1996, p.340). AIDS is
a consequence of behavior (Fishbein, 2000) and as such the prevention of
HIV/ AIDS is heavily reliant on behavior and behavior-change mechanisms
(Fishbein, 2000; Fisher, Fisher, 1992; Dilcemente, 1992; Oskamp, Thompson,
1996).
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Some factors that make adolescents vulnerable to the disease are that
"large numbers of young people begin sexual activity at a relatively early age,
are sexually active before marriage, are not monogamous and do not use
condoms regularly enough to ensure protection" UN AIDS, 2002).
During adolescence - a period marked by examination, rebellion and
change" (Stine, 2005 p: 356) - teenagers who initiate sexual intercourse early, are
more likely to have unprotected sex, have sex more frequently and have more
than one sexual partners.
This heightens their risk of contracting sexually transmitted diseases including
HIV/ AIDS. In Jamaica, adolescents and in particular, adolescent females are of
great concern and their early sexual initiation is listed among the factors making
them vulnerable to contracting HIV/ AIDS.
Data shows that adolescence who are already sexually active, infrequently
adopt sexual abstinence as a means of HIV prevention (D'Angelo et. al in
DiClemente, 1996). Some evaluations of abstinence and abstinence-only
intervention programs have not shown significant effects on delaying adolescent
sexual activity. This, some researchers explain is on account of the inadequacy of
the evaluative components of such programs. Not withstanding, abstinence is
still widely accepted in the literature as a critical method preventing the adverse
outcomes of sexual activity.
Further, there are still adolescents who are choosing to delay sexual
intercourse.
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In Jamaica, the Ministry of Health reports that a "higher level of adolescents and
young adults in the 15 to 24 age category" are delaying sexual initiation (MOH -
Jamaica, 2005, p. 5). This then begs the question as to what factors are associated
with delayed sexual activity among adolescents.
The emphasis on delayed sexual initiation is therefore warranted, with the
essential question being, what are the psychosocial characteristics of the
adolescent who does not initiate sexual activity during adolescence?
This study assesses the effect of normative social influence on self-reports
of sexual initiation within this population through the examination and
comparison of the unique and combined contributions of adolescents' perception
of peer norms and adolescent perception of parent norms. A determination is
also made concerning the extent to which this relationship is affected by family
relational factors such as parental discussions about sex and parental monitoring
in addition to religion and knowledge about HIV/ AIDS toward predicting
sexual initiation among adolescents in Jamaica. The answers gained are vital for
the development of HIV intervention programs that delay sexual activity for as
long as possible among adolescents.
Objectives
1. To examine the extent to which there is an effect of social normative influence
on adolescent self reports of initiating sexual activity.
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2. To determine whether and to what extent the effect of social normative
influence on adolescent self reports of initiating sexual activity is affected by
their family factors, their religion and HIV/ AIDS knowledge.
Based on the literature review outlined above, the following hypotheses are
proposed.
Hypothesis one. Jamaican adolescents' perception of their parents' and
peers' attitude to sex at their age; parental monitoring, parental discussions
about sex, religiosity, and adolescents' knowledge about HIV/AIDS
transmission will each significantly predict those who report to have initiated
sexual activity, and those who report to have not initiated.
Hypothesis two. Adolescent perception of their peers' attitude toward sex at
their age is hypothesized to be a better predictor of sexual initiation than
adolescent perception of their parents' attitude toward sex at their age.
Hypothesis three. When the effects of adolescent perception of peers' and
parents' sex norms are controlled for, adolescents who report less frequent
parental monitoring and little or no discussions with parents about sex, are
hypothesized to show increased likelihood to have initiated sexual activity.
Hypothesis four. Parental monitoring, parental discussions about sex,
religiosity and knowledge of HIV/AIDS will have more significant odds ratios
than adolescent perception that their peers' mothers' and fathers' sex norms
respectively believe it's ok for them to have sex at their age.
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Methods
This study is considered a non-experimental cross-sectional study
elucidating the unique and combined effect of psychosocial predictors of sexual
initiation among adolescents in Jamaica.
Participants
Data was archival and attained from a larger on going study of risk
behaviors among adolescents attending secondary schools in six (6) regions of
the Caribbean. The subject pool for this study was drawn from three secondary
schools in the eastern urban, eastern rural and western parishes of Jamaica
(N=234). The inclusion criteria were 1) that students be between the ages of 14 to
19 years and 2) that they be enrolled as students in the selected schools.
The sample size was considered appropriate as according to Hinkle
(2003), a projected sample size of 225 would be able to detect an effect of .20 at
the p< .05, yielding a power of 0.85. This sample size was also appropriate based
on the number of predictors - a ratio of twenty participants to each predictor is
acceptable.
Materials
A questionnaire created by The Institute for the Prevention of Addiction's
Center for Prevention Research, 2002 was used to collect the data.
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This survey instrument includes questions relating to family structure and
individual-demographic information and was compiled based on items from the
National Adolescent Student Health Survey (NASHS) and the CDC's Youth Risk
Behavior Survey (YRBS) as well as two scales developed by Miller et al., 1998
(Freier et al. 2003). The first, assesses parent-adolescent sexual communication
and the second, measures the process of sexual communication between
adolescents and their parents. In addition, the instrument also includes items
adapted from Barnes et al., 2002 that quantify parental monitoring. The
questionnaire's consent and debriefing forms were administered in English.
Sexual initiation. The dependent variable was a grouping variable that
categorized adolescents into two groups -1) those who report to have initiated
sexual activity and 2) those who indicated that they had not initiated sexual
activity respectively.
Respondents were assigned to either of the two categories depending on
whether they answered "yes" or "no" to the question, "Have you ever had
sexual intercourse". For analytical purposes, these response options were coded
so that '0' would represent "no" responses and 1 to responses in the affirmative.
Peer and parental norms. Normative social influence was measured by how
adolescents perceive the attitudes of their parents and peers towards them
having sex at their age.
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Adolescent perception of peers' and parents' sex norms respectively was
determined by responses to the following items:
1. My friends believe that it's ok for people my age to have sex (peer
perception)
2. My father believes that it is ok for people my age to have sex
3. My mother believes that it is ok for people my age to have sex
Respondents were asked to rate each item on a five-point Likert-type scale
ranging from "Strongly Agree" to "Strongly Disagree" and response options
ranging from 1 to 5 respectively.
Religiosity. Religiosity was measured by additive responses to two
questionnaire items:
1. "How important is religion in your life?"
2. "How often do you attend religious services?"
Responses on the first item included from 'not important, a little
important, 'pretty important' to 'very important' and ranged from a score of 1 to
4 respectively. The same score range was applied to item two and included
'never', 'rarely', 'about once or twice per month' and 'about once a week or
more'.
Parental monitoring. Adolescent accountability to parents was used as a
measure of parental monitoring.
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Respondents were asked to indicate how often (whether 'always', 'most of the
time', 'sometimes' 'hardly ever' or 'never') they:
1. Were expected to tell their parents/ guardians where they are going
after school and on the weekends
2. Were expected to report when they are going to be late for home or
have change in plans
3. Actually communicated their whereabouts after school and on the
weekend
The overall scale had a Cronbach alpha of .771 which demonstrates an adequate
internal consistency between the items for group differences.
Parental discussions about sex. Respondents were asked to indicate whether
or not they had discussions with mother/stepmother or father/stepfather about
sex and based on their responses were categorized according to those who had
no discussions, discussion with at lease one parent and those who had
discussions with both parents.
HIV/AIDS knowledge. Items measuring adolescents' knowledge about
HIV/AIDS were based on DiClemente's HIV/AIDS Knowledge scale for which
there is a reported internal reliability of .80 and a scale median of 14 (DiClemente
et. al, 1993). For the purpose of this analysis, thirteen items were selected and for
each statement about HIV/ AIDS transmission, each student is asked to respond
with 'true', 'false'. In order to minimize guessing, students were an option for
marking 'I don't know".
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Relevant items were reverse coded so that correct responses were
attributed higher scores. Each correct response was receded as 2 and each correct
response as 1. The "I don't know" responses were considered incorrect and were
receded as 0. The individual knowledge scores were summed with a range of 0
to 26. The lower the score, it was interpreted that the respondent knew less about
the HIV/ AIDS virus and its transmission.
Procedures
As mentioned previously, the current research analyzes data from an on
going study. This study has IRB approvals from both American Universities
participating in the study (Loma Linda, CA and Andrews University, Ml).
Adolescents, ages 14 -18 enrolled at the selected SDA secondary schools
in Jamaica were given informed consent forms that explained the various aspects
of the study and to which their parents responded if they objected to their
child/ ward's participation. Students whose parents did not object to the study
were given a student assent form to indicate their willingness to volunteer for
this study.
Questionnaires were administered in the students' regularly scheduled
classroom sessions. Non-consenting students were given a crossword puzzle
packet to complete while their classmates worked on questionnaires in order to
create an environment of non-pressure to conform.
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Volunteer research assistants within each country were trained on study
procedures such as consent/ assent, confidentiality, and debriefing. At the time of
the survey administration, participating students were encouraged to answer
survey questions honestly and were reminded of their anonymity. Students were
also instructed not to indicate the name of the school they attended on their
surveys in order to protect school anonymity between regions. Instead, students
were asked to put the pre-assigned code for their respective schools directly on
their questionnaires.
At the end of the questionnaire students were given a debriefing by a
surveyor which was designed to reduce test anxieties aroused by the nature of
the test questions.
Questionnaires were forwarded to Loma Linda University Kids FARE
Laboratory for data entry purposes and for anonymous storage.
Results
Design
A non-experimental cross-sectional design was utilized in this study. The
design allowed for elucidating the unique and combined effect of six (6) variables
i.e. adolescent perception of peer norms and parent norms; parental monitoring,
parental discussions about sex; religiosity, and adolescent knowledge about
HIV/ AIDS on whether they report to have initiated sexual activity within a
unique Caribbean adolescent population. The design allowed for this while
accounting for the effects of age, gender and geographical location of the
participants.
Statistical Analyses
Hypotheses were tested using logistic regression analyses which are
ideally suited for categorical dependent variable where group membership into
either of two categories is predicted. For the purpose of this study, the groups
included 1) adolescents who report that they have had sexual activity and 2)
adolescents who report that they have not had sexual activity in all their lives.




Screening of the Data
Before proceeding with logistic regression analysis, data was screened and
cleaned accordingly. Logistic regression analyses being sensitive to issues of
multicollinearity and multivariate outliers required that such tests be conducted.
Though there were significant correlations between all study variables except
knowledge of HIV/AIDS (Table 1), test for multicollinearity revealed tolerance
values ranging from 0.572 to &.995, which according to Menard (Tabachnick et.
al., 2007; Field, 2005) indicates that there are no critical collinearity issues since
values are greater than 0.1. Further, VIF values were all below 10 - ranging from
1.005 to 1.749, also indicating that little or no cause for concern as it relates to
collinearity.
Table 1
Inter-correlations of Adolescent Sexual Initiation, Perception of Sexual Risk Norms,
Religiosity, Parental Monitoring and their Knowledge of HIV/AIDS
Variables 1 2 3 4 5 6 7
1. Sexual Initiation
.24** .33*** .38*** -.26*** -.08
.42***
2. Perceived Parent attitude to (34*** .33*** -.21* - .03
sexual risk-taking (Fathers)
3. Perceived parent attitude to .22* -.22** - -.08
sexual risk-taking (Mothers)






7. HIV/ AIDS Awareness
Note *p<.OJ, **p<.01, ***p<.001
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A preliminary multiple regression analysis was conducted to calculate
Mahalanobis distance so as to identify outliers. No outliers were found to
jeopardize the integrity of further statistical studies.
Demographic Variables
Participants were adolescent students from middle and secondary schools
from one east urban and one east rural parish in addition to one west rural
parish on the island of Jamaica (N =234). 58.1% of the sample were females while
approximately 41% were males, with a mean age of 15.7 (s.d. = 1.4).
Most respondents were geographically located in the eastern urban parish
of BCingston (55.1%), while 22.2% and 22.6% were lived in the western rural
eastern rural parishes respectively.
Table 2
Demographic Variables
Variables N % M SD Range
Age 157 14 13-19 ~
Gender
-  Male 98 49.1
Female 136 58.1
Geographic Location
East Urban 129 55.1
East Rural 52 22.6
-  West Rural 53 22.6
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Family Structure
When asked to describe the structure and type of families they lived in,
38% reported to live with both parents in their home, followed by 15% who
report to live with their mothers alone. Approximately 14% of the adolescents,
who participated in this study, indicated that they lived with some form of step
parent (either stepfather or stepmother) in addition to their biological parent;
another 14% of the participants, reported to live with non family members.
Family Relational Factors
Regarding parental discussions about sex, over half - approximately 52%
of the respondents indicated that they have had discussion with both their
parents about sexual intercourse; this compared to 33% who reported to have
had discussions with at least one parent and another 13% who indicated that
they've had no discussions about sexual intercourse with either of their parents.
As a measure of parental monitoring, adolescents were asked whether
they were expected to let their parents/ guardians know when they are going to
be late for home or have change in plans. A majority - 55% of those who
responded to this item reported that they are 'always' expected to report to their
parents and guardians indicating a high level of parental monitoring. Only 3.9%
and 1.3% of respondents to this item selected 'hardly ever' and 'never' to
represent the nature of monitoring by their parents or guardian.
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Sexual Activity
Reports of sexual initiation among the sample was almost evenly split
with 50.5% reporting to have not initiated sexual activity, and the remaining
49.45% of respondents indicating that they have engaged in sexual intercourse.
The mean age of initiating sexual activity was 12.5 years old with a median of 13
years (s.d. 3.2) with an average number of lifetime partners of 6 (s.d. 12.4).
Table 3
Distribution of Grouping Variables
Gender
Sexual Historv Male Female TOTAL
N % n %
Virgin 30 30 70 70 100(51%)
Non-virgin 52 53 46 47 98 (49%)
TOTAL 82 41 116 59 198*(100%)
* This number represents valid cases
Among those adolescents who report to have had sexual intercourse,




Distribution of Parental Monitoring Responses




whereabouts after school and
on weekends
Communicates whereabouts
after school and on weekends
Expected to communicate
change of plans and return
times
151 39 29 8























As is indicated in Table 4 above, most respondents indicate that they 1)
'always' feel expected to communicate their whereabouts to their parents and
guardians (64.5%); 2) 'always' communicate their whereabouts to
parents/guardians (47.2%) and 3) 'always' communicate their change in plans
and return times to their parents/guardians.
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HIV/AIDS Knowledge
On a scale where the highest possible score was 26, the average score on
HIV awareness was 19.8 (s.d. 4.01), indicating that adolescent knowledge about
the disease and how it is transmitted may be considered fair in this population.
Approximately 95% of those who responded to these items answered correctly
that anyone who has AIDS can infect someone else during sex. It is interesting
that approximately 76% of those who responded answered that they believe
people can reduce their chances of contracting AIDS by being abstinent.
Approximately 8% responded in the negative on this item.
Testing of Hypotheses
The following analyses were performed for each hypothesis:
Hypothesis one. A univariate logistic regression analysis (Table 5) illustrate
the predictive effect of seven independent variables - adolescent perception of
peers', fathers' and mothers' sex norms respectively; parental monitoring,
religiosity, and knowledge about HIV/ AIDS - on adolescent initiation of sexual
activity.
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In order to maintain the experiment-wise Type 1 error and since the number of
variables totaled nine (9), a Bonferonni correction was implemented. The
significance level was therefore set at p < .005 (.05/9 = .005).
Of the seven variables tested by this hypothesis, the normative social
influence variables of adolescent perception of peers' (OR = 1.78, p<.001),
mothers' (OR = 1.47, p=.002), and fathers' (OR = 1.96, p<.001) sex norms were
each significantly predictive of adolescent initiation of sexual activity, such that
the more 'pro-risk' adolescents perceive their peers', mothers' and fathers' sex
norms to be, there is an increased likelihood that they report to have sexually
initiated.
Within the family relational category, parental discussion about sex did
not significantly predict whether or not adolescents report to have initiated
sexual activity, while parental monitoring was a significant predictor (OR = 1.56,
p<.001).
Religiosity was also found to be predictive of sexual initiation, such that,
as the level of importance ascribed to religion in the life of the participants
increased, they were less likely to initiate sexual activity (OR = .63, p<.001).




Univariate Logistic Regression Results that Predict Adolescents' Likelihood to Report
Having Ever had Sexual Intercourse
Variable B Waldx^ P OR
Dependent variable: Reported initiation of sexual activity
Demographics
Age .41 13.13 <.001* 1.50
Gender .95 10.15 .001* 2.58
Perceived Sex Norms
Perceived Peer Sex Norms .57 25.68 <.001* 1.78
Perceived Parent Sex Norms
(Father)
.38 9.37 .002* 1.47
Perceived Parent Sex Norms
(Mother)
.67 15.15 <.001* 1.96
Family Relational Factors
-  Parental Monitoring -.46 28.15 <.001* .63
Parental Discussion about Sex .17 .710 .399 1.19
Religiosity -.45 12.58 <.001* .63
HIV/ AIDS Awareness -.04 1.33 .248 .95
p < .05
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Hypothesis 2. It was hypothesized that adolescent perception of peers' sex
norms will be a better predictor of sexual initiation than perception of parental
sex norms. In order to test this hypothesis, a four step hierarchical logistic
regression analysis was conducted where after the effects of age and gender were
accounted for at the first block, perception of peers' sex norms was added at
block 2, and perception of fathers' and mothers' sex norms were entered in
blocks 3 and 4 respectively (Table 6).
Adolescent perception of their peers', sex norms was found to be
significant (OR=1.52, p=.001), such that as adolescent perception that their peers
believe its ok for them to have sex at their age increases by 1, the odds that they
will report to have initiated sexual activity almost doubles as it increases by 1.52.
The model fit statistic was moderately large (- 2 Log Likelihood = 181.80) but was
statistically reliable in distinguishing between the two groups of adolescents (X^
(2) = 35.32, p<.001). Seventy (68.8%) of the cases were correctly classified at this
step.
While perceived peer sex norms remained a significant predictor of sexual
initiation (OR=1.57, p=.001), perceived sex norms of fathers which was added at
the next block lost its significance as a predictor of sexual initiation (OR=1.09,
p<.54 n.s.). Perception of mothers' sex norms on the other hand, when entered at
block four, proved to be a significant predictor of sexual initiation (OR=1.81,
p=.006).
44
While as hypothesized, adolescents perception of their mothers as pro-risk
yields a higher odds ratio than their perception of their peers, it is interesting that
perception of their fathers as pro-risk loses its significance that was identified in
the previous univariate analysis.
When the order in which study variables were entered into the model was
changed such that parents were entered before peers and mothers entered before
fathers, the findings were the same.
The overall fit of the model at this fourth block improved to a -2 Log
Likelihood of 172.67 and the model reliably distinguished between the two
categories of the dependent variable (X^ (5) = 44.46, p<.001). 72% of the cases
were correctly classified.
Table 6
Hierarchical Logistic Regression Analysis of the Effect of Normative Social Influence on
Sexual Initiation
Variables B Wald Df P Odds Ratio
Block 1
-  Age .35 5.93 1 .01* 1.42
Gender (Female) .71 3.38 1 .06 2.03
Block 2
Perceived Sex Norms (Peers) .45 11.09 1 .001* 1.57
Block 3
Perceived Sex Norms (Fathers) -.21 1.38 1 .239 .80
Block 4
Perceived Sex Norms (Mother) .59 7.59 1 .006* 1.81
*P<.001
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Hypothesis 3. It was hypothesized that when the effects of adolescent
perception of their peers' and parents' sex norms are controlled for; less frequent
parental monitoring and little or no diseussions with parents about sex will show
increased likelihood to have initiated sexual activity.
This hypothesis was tested at the fifth stage in the logistic regression
analysis where parental monitoring was included in the model (Table 7).
Parental discussion about sex was previously found to be a non significant
predictor of sexual initiation and was not entered in the hierarchical logistic
analysis (OR=l.l, p=.39 n.s.). Parental monitoring however was a significant
predictor (OR=.70, p<.001) such that as parental monitoring increases by one (1),
adolescents are .70 times less likely to report that they have initiated sexual
activity. There was an improved model statistic of -2 Log Likelihood = 160.06 QG
(6) = 57.07, p<.001). 73.9% of the cases in the model are correctly specified. When
parental monitoring was entered in the model before perceived parent and peer
norms, the rank order of odds ratios remained the same.
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Table 7
Hierarchical Logistic Regression Analysis of the Effect of Parental Monitoring on Sexual
Initiation
Variables B Wald df P Odds Ratio
Block 1
-  Age .36 5.96 1 .01* 1.44
Gender (Female) .49 1.48 1 .22 1.64
Block 2
Perceived Sex Norms (Peers) .37 6.78 1 .009* 1.44
Block 3
Perceived Sex Norms (Fathers) -.22 1.37 1 .24 .79
Block 4
Perceived Sex Norms (Mother) .50 4.5 1 .03* 1.6
Block 5
Parental Monitoring -.35 10.55 1 .001* .70
*F^ .001
Hypothesis 4. It was hypothesized that parental monitoring, parental
discussions about sex, religiosity and knowledge of HIV/ AIDS will have more
significant odds ratios than normative influence variables (adolescent perception
that their peers' mothers' and fathers' sex norms). As is illustrated in Table 8
(below) parental discussion about sex and adolescent knowledge of HIV/ AIDS
were non-significant predictors of sexual initiation. In order to test this
hypothesis with the remaining variables, a six step hierarchical logistic
regression analysis was conducted in which demographic variables were entered
at block 1, normative influence variables entered at blocks 2,3 and 5 respectively
and parental monitoring entered at block 5 and religiosity was entered at the
sixth and final block.
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Parental monitoring, religiosity and adolescent perceptions of their peers'
and parents' (mothers) sex norms all yielded significant odds ratios however the
predictor that had the most significant impact on sexual initiation was perceived
sex norms of parents (mothers) (OR=1.59,p=.05). This variable produced the
largest odds ratios, followed by perceived sex norms of peers' (OR=1.41, p=.01)
then parental monitoring (OR=.69, p=.001) and religiosity (OR=.64, p=.02).
It is important to note that the rank order of odds ratios and their
significance did not change when religiosity and parental monitoring were
entered into the model before perceived sex norms of peers or parents. The
model had a satisfactory model statistic of -2 Log Likelihood = 154.50 (X^ (7) =
62.64, p<.001) and 75.8% of the cases in the model are correctly specified.
Table 8
Hierarchical Logistic Regression Analysis of the Effect of Religiosity on Sexual Initiation
Variables B Wald df P Odds Ratio
Block 1
-  Age .39 6.28 1 .01* 1.48
Gender (Female) .51 1.54 1 .21 1.68
Block 2
Perceived Sex Norms (Peers) .34 5.70 1 .01* 1.41
Block 3
Perceived Sex Norms (Fathers) -.24 1.44 1 .22 .78
Block 4
Perceived Sex Norms (Mother) .46 3.58 1 .05* 1.59
Block 5
Parental Monitoring -.36 10.52 1 .001* .69
Block 6
Religiosity -.43 4.97 1 .02* .64
*P<.001
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A comparison of univariate and multivariate analyses (Table 9) reveal that
two variables - gender and adolescent's perception of their fathers' sex norms -
lost their significance in predicting sexual initiation when entered hierarchically.
Table 9
Comparison of Univariate and Hierarchical Regression Analyses of Predictors of Sexual
Initiation
Variable Univariate Multivariate
OR P OR P
Age 1.50 <.001 1.48 .01
Gender 2.58 .001 1.68 .21*
Perception of peers' sex norms 1.78 <.001 1.41 .01
Perception of fathers' sex norms 1.47 .002 .78 .22*
Perception of mothers' sex norms 1.96 <.001 1.59 .05
Parental Monitoring 0.63 <.001 .69 .001
Religiosity 0.63 <.001 .64 .02
p<.05, * = U.S.
Discussion
Adolescents are having sex at younger ages. The earlier adolescents
initiate sexual activity; biological, social and cognitive developmental factors put
them at increased risk for HIV/AIDS. Delaying sexual initiation among
adolescents for as long as possible may be an important protecting factor,
thereby mitigating the spread of the disease.
This study explored sexual initiation among adolescents in the Caribbean
country of Jamaica. The Caribbean region has the second highest frequency of
HIV/AIDS after Sub-Saharan Africa. In particular the study explored whether
and how the most widely noted promoting and protecting factors of sexual
initiation operate within this population (Santelli et. al., 2006; Reininger et.al,
2005; Cottrell, 2003; Lammers, 2000; Kirby, 2000; Dittus & Jaccard, 2000) Results
were expected to serve as a basis for interventions aimed at delaying sexual
initiation among adolescents.
This study examined the unique and combined effects of normative social
influence - adolescents' perception of their peers' and parents' sex norms; family
relational factors (parental monitoring and parental discussions about sex); in




Findings indicate that the average age of sexual initiation was 12.5 -
suggesting that young people in this population are initiating sexual activity on
the cusp of adolescence. In addition, half of the sample (approx. 50%) reported to
be sexually active and on average had about 6 sexual partners over their life
course.
An examination of the data from the general Jamaican and Caribbean
populations reveal that these findings are consistent. This is particularly
interesting considering that this population is expected to be more conservative
and based on strict religious faith. In a study published by PAHO, it was
revealed that in the general Jamaican population, adolescents (boys especially)
were initiating sexual activity also at a mean age of 12.5 (Olukoga, 2004). In
addition, the same report revealed that the mean number of sexual partners
among adolescents was approximately 3 - a lower average than reported in this
conservative population. These findings corroborate other findings by such
institutions as PAHO (Blum et al, 2003) that over 60% of Caribbean adolescents
who report to be sexually active say that they had their first experience between
ages 10 and 12. These results further highlight the urgency and legitimacy of the
concerns for youth in the Caribbean.
51
Hypothesis 1
The univariate predictive effect of the perceived norms of peers and
parents - mothers and fathers respectively; parental monitoring and religiosity
on whether or not adolescents report to be sexually active was substantiated in
this study, while the hypothesized effect of parental discussions about sex in
addition to adolescent knowledge about HIV/ AIDS transmission were not
substantiated.
Consistent with the literature on social psychological theories of
conformity and social influence (Kinsman et. al. 1971; Rosenthal, 1999; Kirby,
2001;), the results demonstrate that when adolescents believe that their peers are
pro-risk, i.e. the belief that it's ok for them to have sex at their age, they are
more likely to report that they have initiated sexual activity. As is indicated by
Fisher (1988) this typically occurs because of adolescents' need to conform to
what peers believe, which is in turn based on a fear of sanctions that may be
incurred when one's behavior is inconsistent with the norms of peers. In order to
improve its effectiveness therefore, any initiative geared towards HIV/ AIDS
prevention in the Caribbean - not excluding private faith-based institutions - will
benefit from an examination of the pro-risk tendencies of peers.
That parental influence is a significant predictor of adolescent sexual risk
taking was also substantiated in this study.
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As Kirby (2001) concludes, by an expression of strict values about premarital sex,
adolescents tend to be less likely to initiate sexual activity early and also tend to
have fewer sexual partners.
While there have been some studies such as Agha et. al. (2006) that
suggest that affiliation with conservative religious groups is unlikely to reduce
risk of HIV infection, a majority of other studies (hammers et. al., 2000; Robillard,
2001; Manlove et. al., 2006) have reported that religiosity is significantly
protective of delayed sexual activity among adolescents. This was substantiated
by the results in this study as participants subscribed to predominantly Christian
based religious principles which promote sexual abstinence before marriage. As
a result, adolescents' report that religion is important in their life can be
interpreted to include such beliefs as abstinence before marriage and would
therefore explain why in this study, increased religiosity was associated with
decreased likelihood to be sexually active. As will be discussed below however,
the effect of religiosity when other study variables were controlled for was
altered in ways that allow for alternate considerations.
As reported in the literature, parental monitoring was also found to
significantly decrease the likelihood that adolescents report to be sexually active.
This study's conceptualization of parental monitoring was more in terms of
communication between adolescents and their parents regarding their
whereabouts.
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In particular, most respondents who reported that their parents "always" expect
to be informed of their whereabouts (71 %), also report to have not sexually
initiated.
This finding is synonymous with such studies as those by Cottrell et. al.
(2003), where it is illustrated that adolescents' perception of how much their
parents know about their activities are more predictive of their risk taking
behavior than their parents' perception of their own monitoring. This finding
also substantiated the third hypothesis (see below) that this family relational
factor would protect against early sexual initiation even after controlling for the
effects of perceived peer and parent norms.
While over 80% of participants indicated that they had discussions about
sex with at least one parent, and the remainder had discussions with neither their
fathers nor mothers, the hypothesis that parental discussion about sex would
protect significantly against sexual initiation was not substantiated. While a
review of the literature indicate that when parents rather than friends are the
major source of sexual information, adolescents are less likely to engage in risky
behavior (Dilorio, 1999), in this population the literal sharing of information
about sexual intercourse is not predictive of sexual initiation.
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It is important to note however that respondents were asked to respond
'yes' or 'no' to whether they discussed 'sex 'with their parents (mother and
fathers respectively) and there are some research findings that suggest that when
the topic of discussion was specified e.g. 'sexual risk taking and the dangers
involved', that there was a significant effect on adolescent sexual initiation
Romer et.al. (1999). It may therefore be useful for this variable to be further
specified and reassessed in this population.
Adolescent knowledge about HIV/ AIDS did not serve as significant
protector against sexual risk behavior. While the average score obtained on the
HIV/ AIDS awareness scale suggests that the participants had a fairly reasonable
knowledge of HIV/AIDS transmission and while over 95% of the participants
were aware that sexual intercourse is one main way of contracting the disease,
the hypothesis that this knowledge would significantly lessen the likelihood that
adolescents would report sexual activity was not substantiated.
In accordance with what some studies have suggested (Fisher et. al., in
DiClemete, 1992), this result confirms that knowledge in and of itself is not
predictive of sexual risk behaviors as knowledge does not necessarily translate
into action. While knowledge may be a useful first step towards raising




The hypothesis that peer irifluence would be a better predictor of sexual
initiation than parental influence was not substantiated in this study. While
adolescent perception of their peers as pro-risk remained a strong significant
predictor throughout the analyses, the likelihood that adolescents, who reported
to be sexually active, also perceived their mothers as pro-risk was marginally
larger than that of peers. Perception of fathers as pro-risk on the other hand, did
not have a significant effect on adolescent sexual activity.
This result seems to corroborate studies by Kirby (2001); Meshke et. al.
(2002); Dittus, Jaccard (2002) which conclude that parental influence is not only
communicated verbally but influences adolescent behavior through modeling.
One such instance of modeling noted by Kirby (2001) and Meshke et.al., (2002), is
when a teenager's mother had sex at an early age, is single and dating or is single
and cohabiting. Since only 38% of this population reported to live with both
parents, it may be that in this instance, adolescents are influenced not so much by
what their mothers 'say' as much as by what their mothers do.
While this requires further study, current epidemiological statistics
indicate that Jamaica has the highest rate of adolescent fertility in the English-
speaking Caribbean and approximately 40% of Jamaican females have at least
one child before the age of 20 (Advocates for Youth Report, 2006) and in addition
over 44% of households in Jamaica are female headed (Jamaica Ministry of
Health armual report, 2001).
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These statistics indicate that early sexual initiation may be heavily modeled by
mothers in this population. It appears necessary therefore that the influence of
maternal behavior be explored further in this population.
Hypothesis 3
While as discussed previously (hypothesis 1) parental discussion about
sex did not have a significant effect on adolescent sexual activity, the effect of
perceived parental monitoring was found to be a significant predictor of
adolescent sexual initiation even after controlling for the effects of perceived peer
and parental norms.
An evaluation of the odds ratios indicate that perceived sex norms of
mothers had the largest odds ratio. While perceived peer norms remain
sigruficant, it now shares the same level of importance as parental monitoring -
both increasing the likelihood of sexual initiation by 30%. This implies that there
may be a mediating effect of parental monitoring on the relationship between




It was hypothesized that those factors which are found in the general
population to be protective against sexual risk taking (i.e. parental monitoring,
parental discussions about sex, religiosity and knowledge about HIV/AIDS)
would have more significant odds ratios than normative social influence
variables (i.e. adolescent perception of their peers' and parents' sex norms).
As discussed earlier, 'knowledge of HIV/AIDS' and 'parental discussion
about sex' were found to be non-significant in the extent to which they are
protective against adolescent sexual initiation within this population. On the
other hand, parental monitoring (defined in terms of accountability) and
religiosity appear to be significant protective factors against adolescent sexual
risk taking in this population.
An evaluation of odds ratios indicates that there appears to be a
differential effect of normative social influence on adolescent sexual initiation.
When the odds ratios for normative social influence variables (perception of
parents' and peers' sex norms respectively) and protective variables were
compared, the perceived sex norms of mothers was found to be more significant
increase the likelihood of sexual initiation by the highest percentage (37%).The
second normative social influence variable (perception of peers' sex norms), on
the other hand lost some of its significance (29%) once religiosity (36%) and
parental monitoring (31%) were accounted for.
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It therefore appears that parental monitoring (adolescent accountability for
whereabouts) and increased religious importance may buffer the effect of
normative influence of peers on adolescent sexual initiation.
As far as this study population is concerned the findings make three
important suggestions. The first is that adolescents in this population who
believe that they are held accountable for their whereabouts by their parents and
who regard religion as important in their lives appear to be significantly
protective against sexual initiation and thereby contracting HIV/AIDS.
Secondly, it appears based on the findings that this population of
adolescents is not protected against sexual initiation and thereby contracting
HIV/ AIDS based on their knowledge of HIV/ AIDS transmission and discussion
with their parents about sex.
Thirdly, there appears to be an effect of normative social influence on
sexual initiation and the nature of this influence is seemingly differential for
parents and for peers. Hierarchical analyses suggest that this population of
adolescents is more likely to initiate sexual activity when they perceive that their
mothers and peers believe its 'ok' for them to have sex at their age, though
parental monitoring and religiosity appears to buffer some of the effects of
normative peer influence. There was no significant effect of adolescent
perception of their fathers' sex norms.
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Implications
The findings in this study in many ways help to fine-tune the discussion
surrounding sexual risk taking among adolescents. Firstly the findings give
validation to the urgency with which considerations need to be given to
Caribbean youth sexual risk behaviors as the age of sexual initiation continues to
decline and numbers of sexual partners continue to increase.
An increased risk of contracting HIV/ AIDS increases the likelihood of an
unhealthy adult population and burdened economies for developing countries.
The individual and family based predictors of sexual initiation have been
well studied and documented globally but the extent to which these factors hold
true within the Caribbean and in particular Jamaica is not well documented.
The findings in this study not only serve to confirm some of what has
already been reported in the literature regarding the predictive effect of parental
monitoring, and religiosity on adolescent initiation of sexual activity, but the
findings also provide some understanding of the order of their importance when
applied collectively and in addition to a consideration of normative social
influence.
The current findings suggest that that there is a limited effect of
knowledge about HIV/ AIDS on actual sexual behavior and in particular sexual
initiation among adolescents.
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There are also implications from these findings concerning the
conceptualization of parental monitoring and parental discussion about sex. This
study suggests and corroborates with studies such as that by Romer et. al., (1999)
and Sieverding et.al., (2005) that parental monitoring as defined as adolescent
accountability to parents concerning their whereabouts is a more successful
predictor of delayed sexual initiation rather than when parental monitoring is
measured by rules in the home.
The findings here also seem to confirm what has been suggested in the
literature by such researchers as Maritino et.al., (2008), that an assessment of how
well parent-adolescent discussions delay onset of sexual activity should perhaps
assess more than whether or not such a discussion is held but rather assess the
frequency and breadth of the discussions.
This study has important implications for the development of effective
intervention programs aimed at delaying sexual initiation among this population
of adolescence. Based on the findings, it is important that effective intervention
programs be developed that firstly are established on more than the sharing of
information relating to the trarismission of HIV/AIDS and the sharing of
information about sex in general. The findings suggest that such information
may be useful, but not sufficient in significantly altering risk behaviors.
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Alternatively, intervention programs should utilize an integrative
approach where peers, parents (in particular mothers) are involved and where
efforts can be made to alter not only adolescents' risk behaviors but also attitudes
of peers and parents towards them having sex at their age.
The findings suggest firmly that modeling may be the means by which
maternal influence is being facilitated within this population especially since
discussions with parents about sex is non significant and since fathers do not
have the same significant influence on adolescence as their mothers. In addition,
despite what mothers may discuss with their children, the example of prevalent
teenage pregnancies within the wider population may be implying that it is ok to
have sex at their age.
The findings also imply that intervention programs aimed at delaying the
age of sexual initiation should also educate parents about not only on how to talk
about sex and HIV/ AIDS, but also how to actively and effectively improve
parental monitoring skills that encourage accountability in adolescents.
It may also be useful to incorporate a component of religious importance
in such intervention programs where participants are tolerant.
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Future Directions
These findings imply that religiosity and parental monitoring may
mediate the effect of perceived peer sex norms on sexual initiation among
adolescents in the Caribbean and further studies may be able to qualify and
quantify those relationships.
Parent-adolescent discussion is sufficiently represented in the literature as
being a promoter of delayed sexual initiation to warrant further exploration.
Assessment of the frequency and breadth of topics in those discussions may
provide differing results.
It may be useful for future studies to investigate the perception of
maternal pro-risk factor and in particular to explore firstly the mechanisms by
which maternal influence operates and secondly to determine whether this effect
on sexual initiation is different for adolescent males from adolescent females.
Further, it was interesting to note that gender - though not a primary
predictor for the purpose of this study - looses its significance when the social
normative variables are included into the model. This, suggesting that there may
be an interactional effect of gender such that peer and maternal influence on
sexual initiation varies according to whether the adolescent is male or female.
Future studies may be conducted to confirm and specify these findings.
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Limitations
One of the limitations to this study, is its' reliance on self-reports as a
measure of sexual initiation as by this method there was no way of verifying
with certainty whether or not participants were truly sexually active or inactive.
However while this may be a criticism, every effort was taken to address this as
much as possible by use of unfamiliar researchers and making the survey
anonymous.
Participants were faith-based secondary school student and as a result, the
number of adolescent responses including those relating to whether they have
had sexual intercourse may not be reflective of the broader population of youth.
However, while this may present a weakness in its generalizeability, it may be
considered that enough participants reported to be sexually active to promote
valid analysis, thus limiting an initial concern of the researchers.
Additionally, it could be argued that the inclusion of a parent
questionnaire would provide better understanding to the data and more in-
depth understanding of this topic within the context of this population.
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Conclusion Summary
Based on biological, social and cognitive developmental factors,
adolescents who engage in sexual activity are most likely to do so with multiple
sex partners and use less protection. Delaying the age of sexual initiation may be
a useful way of decreasing adolescent risk, as once adolescents begin sexual
activity, it is significantly less likely that abstinence until marriage will be
attained (D'Angelo et. al. in DiClemente, 1996). This study, offers further
understanding into what promotes and what protects against sexual initiation
within this population. Findings suggest that when adolescents perceive that
their mothers in particular and their peers believe its 'ok' for them to have sex at
their age, they are more likely to initiate sexual activity, however when
adolescents feel that they are held accountable by their parents concerning their
whereabouts and when they ascribe a high level of importance to religion in their
lives, the effect of peer sex norm perception is reduced.
There are therefore implications for our understanding of normative social
influence of mothers within this population as well as parental monitoring and
religiosity in delaying the onset of sexual activity. The incorporation of such
results into intervention programs can add to the mitigation of HIV/AIDS
thereby reducing the risk of HIV/ AIDS among adolescents in the Caribbean.
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